We present morphological findings observed from the study of a myxopapillary ependymoma located in the III ventricle. This tumor, which is a rare occurrence at this level, was observed in a 73-year-old woman with no relevant medical history who presented with obstructive hydrocephalus due to compression and blockage of the foramen of Monro. The good delineation of the lesion allowed its surgical excision, and histological examination of the material obtained after excisional biopsy revealed a glial neoplasm with a low degree of cytological malignancy that was strongly positive for glial fibrillary acidic protein (GFAP) as well as a myxopapillary architecture analogous to that observed in ependymomas of the filum terminale. Subsequent radiological examination allowed us to rule out a metastatic nature of the tumor, confirming its primary origin. We briefly discuss the case and review the main characteristics of this neoplasia, which is quite rare at the site identified in our patient.
Introduction
A papillary architecture, a loose stroma rich in acidic mucopolysaccharides and cellularity with a benign appearance positive for glial markers (GFAP) are the main histological and immunohistochemical features that define myxopapillary ependymoma, a variant of ependymal tumors recognized in all clinical/pathological classifications [1] [2] [3] . This lesion, which is considered a grade I tumor by the WHO, presents less aggressive clinical behavior than the remaining ependymo- [5] . Most cases are characteristically located at the level of the filum terminale, with very few intra-axial tumors observed outside of this location [6] [7] . Nonetheless, examples of extra-axial myxopapillary ependymoma have been described, including tumors of the sacrococcygeal and lumbar regions [8] [9] .
In our report, we present a myxopapillary ependymoma of the III ventricle, which is an exceptional location for this type of lesion and has not yet been almost described in the medical literature [10] . Based on these data, we established a diagnosis of myxopapillary ependymoma and ruled out a metastatic nature after radiological examinations (MRI and CT scans), which confirmed the absence of lesions in the cauda equina and filum terminale.
Case Report
Two years after her surgical treatment, the patient shows a good general condition, without clinical or radiological signs of tumor recurrence.
Discussion
Pathological diagnosis, which is based primarily on the histological study of lesions, involves correlating the histology of a lesion with the clinical data of the patient and with other morphological parameters (macroscopic and radiological appearance) to establish a prognosis and possible treatment. Open Journal of Pathology This statement, which is a key element of our anatomoclinical mentality, indicates that when determining a diagnosis, all pathologists value elements such as the patient's clinical history, the lesion site and its macroscopic and radiological appearance. Currently, histological studies are complemented with modern immunohistochemistry, molecular biology and occasionally, electron microscopy techniques, the pillars on which our decisions must be based.
Therefore, we consider the case reported here to be of interest: a myxopapillary ependymoma with exceptional localization. The tumor, which had a morphology compatible with previously described cases, required us to establish a differential diagnosis with other entities. Thus, the negativity for epithelial markers (CAM5.2 and cytokeratins AE1-AE3) and the positivity for GFAP allowed us to exclude the possibility of a metastatic carcinoma. Similarly, the radiological examinations allowed us to rule out the possibility of dissemination of an intra-axial tumor through the cerebrospinal fluid [11] [12]. These previously described facts allow us to confirm the myxopapillary character of the tumor, and its intraventricular primary origin (third ventricle), which makes it different from other cerebral ependymal neoplasms recently described, which either presented different histological pattern or their location was different from the one observed in our case [13] [14] [15] .
Finally, remember, again, the good evolution observed in the patient in these two years, which reaffirms our diagnosis, and highlights, once again, the importance of collaboration between clinicians, radiologists and pathologists, a key element of good work welfare.
